Short Paper
latrogenic Stricture of the Smal Gut [Summary] by L Dulake MB MRCS (Redhill, Surrey) Three cases of iatrogenic stricture of the small gut were reported, two of the ileum and one of the jejunum. In the first two cases, the patients had been taking hydrochlorothiazide and potassium chloride; in the third sulphapyridine. All three patients presented with obstructive symptoms and all three did well following resection and anastomosis. REFERENCE Dulake L (1966) Practitioner 196, 289 
DISCUSSION
Dr T B Binns (Horsham) said that although sulphonamides and thiazide diuretics were chemically related, there was no special reason to suspect the sulphonamides of causing this type of lesion because there was really no evidence that thiazides were responsible. There was, however, good evidence to incriminate potassium and in particular the high concentration of potassium that might be released over a small area of gut from enteric-coated preparations. These practically explQded at alkaline pH.
Although numerous cases had been reported in Stockholm and the USA, this type of small bowel lesion had hitherto seemed to be very rare in Britain. However, Ashby and others (1965, Brit. med. J., ii, 1409) recently reported 6 cases from the Liverpool area, and Holland (1965, N.Z. med. J., 64, 383) described 7 cases in Christchurch, New Zealand. Perhaps we are sitting on an iceberg.
Professor Harold Ellis (Westminster Hospital, London) said that although only few cases had yet appeared in this country, this syndrome had reached almost epidemic proportions in the USA where a Central Registry had now been created. If diagnosed at an early stage, cessation of therapy had been followed, in some patients at least, by regression of symptoms.
It was the important duty of surgeons to warn their physician colleagues of the dangers of entericcoated potassium tablets; some of them might not be aware of it.
Mr H E Lockhart-Mummery (London) said that he had recently operated on a patient with a localized lesion of the jejunum that was apparently identical with many of the lesions, reported in the literature, produced by hydrochlorothiazide with potassium chloride. However, careful enquiry from both this patient and his doctor showed that he had never taken any oral potassium or diuretics. Further enquiry would be made as to whether he had taken any sulphonamides orally, in view of Mr Dulake's suggestion.
Mr R P M Miles (Chichester) reported a case under the care of one of his colleagues. This was a 46-yearold male with atrial fibrillation and incipient cardiac failure treated with repeated courses of chlorothiazide between September 1964 and February 1965. In April 1965 he developed colicky abdominal pains with vomiting. In May a laparotomy was performed and two strictures in the mid-ileum were found 8 cm apart with a similar early lesion in the proximal ileum. The histological report on these showed an intact mucosa with very marked submucosal thickening, the outer muscle coats being normal.
The interesting points here were, first, the time interval of nearly three months between the last dose of potassium chloride and the onset of obstruction and, secondly, the histological appearance of the intact mucosa. This latter finding did not accord with the description of cases in the few series already published nor with Mr Dulake's cases, but it seemed to bear out the experimental work of Boley et al. (1965, J. Amer. med. Ass., 192, 763) who showed that the earliest lesion caused by direct implantation of potassium chloride into the small bowel of the experimental animal was submucosal fibrosis and that only in the later stages did mucosal ulceration occur. 33 613
